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ABSTRACT
PURPOSE Describe primary care practices’ implementation of CommunityRx-H3,
a community resource referral intervention that utilized practice facilitators to
support cardiovascular disease (CVD) prevention quality improvement.
METHODS Qualitative focus groups were conducted with practice facilitators to
elicit perceptions of practices’ experiences with CommunityRx-H3, practice-level
factors affecting, and practice facilitator strategies to promote implementation.
Qualitative data were analyzed using directed content analysis. The Consolidated
Framework for Implementation Research was applied deductively to organize and
interpret findings.
RESULTS Fourteen of all 19 practice facilitators participated. Practice facilita-

tors perceived that staff attitudes about connecting patients to community
resources for CVD were largely positive. Practices were already using a range of
non-systematic strategies to refer to community resources. Practice-level factors
that facilitated CommunityRx-H3 implementation included clinician “champions,” engaged practice managers, and a practice culture that valued community resources. Implementation barriers included a practice’s unwillingness
to integrate the intervention into existing workflows, limited staff capacity to
complete the resource inventory, and unavailability or cost of materials needed
to print the resource referral list (“HealtheRx-H3”). Practice facilitator strategies
to promote implementation included supporting ongoing customization of the
HealtheRx-H3 and material support. Practice facilitators felt implementation
would be improved by integration of CommunityRx-H3 with electronic medical
record workflows and alternative methods for engaging practices in the implementation process.
CONCLUSIONS Practice facilitators are increasingly being utilized by primary care
practices to support quality improvement interventions and, as shown here, can
also play an important role in implementation science. This study yields insights
to improve implementation of community resource referral solutions to support
primary care CVD prevention efforts.
Ann Fam Med 2020;18:486-495. https://doi.org/10.1370/afm.2583.
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T

he Million Hearts campaign was launched in 2012 to prevent
1,000,000 heart attacks by 2017 by promoting ABCS (appropriate
aspirin therapy, blood pressure control, cholesterol management
and smoking cessation) and advancing evidence-based guidelines for cardiovascular disease (CVD) prevention.1,2 Most CVD in the United States
is identified and treated in small primary care settings where barriers
to implementation of evidence-based guidelines include less meaningful
use of electronic medical records (EMR) and issues with staff retention.3,4 EvidenceNOW, a nationwide Agency for Healthcare Research
and Quality (AHRQ) initiative, supports regional cooperatives of small
and mid-sized primary care practices (generally those with <20 primary
care clinicians) to provide evidence-based CVD care by providing datadriven quality improvement (QI) strategies, practice facilitation, and
other supports.5,6
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Pay-for-performance payment models are incentivizing health care professionals caring for people with
CVD to implement systematic strategies to promote
wellness and disease self-management, including referral
to community-based programs and services.7,8 Primary
care practices are increasingly engaging practice facilitators, a role that aims to support and improve practices’
internal capacity to support QI interventions9-11 and
reach important operational and clinical goals. The
mode and effectiveness of external facilitation varies,12-14
but is generally effective in promoting improvements
in chronic disease outcomes, including CVD,15 and
meaningful use of electronic medical record systems.16
Practice facilitators have also been engaged in implementation of the Chronic Care Model,13 a guide for
delivering effective care for patients with chronic illness, which requires care coordination and effective
delivery of community resource referrals.17,18
Healthy Hearts in the Heartland (H3), the Midwestern EvidenceNOW cooperative, was designed to
evaluate small primary care practices’ QI improvement
strategies to address the ABCS of heart health.5,6,19 All
practices enrolled in H3 were assigned a practice facilitator to help support implementation of 35 QI strategies including point-of-care (POC) (eg, clinical decision
support, ABCS performance reports) and population
management (PM), which included CommunityRx-H3.
Practice facilitators were trained to engage practices,
conduct QI work, and use administrative tools for
tracking and documentation.20 CommunityRx-H3 was
an adaptation of CommunityRx, an evidence-based
EMR-integrated community resource referral system
developed and tested with more than 113,000 patients
(nearly 30% with a CVD-related condition) in primary
care and emergency care settings. CommunityRx
used evidence-based algorithms to auto-generate a
personalized community resource referral list called
a “HealtheRx.”21 Studies from a prior pragmatic trial
of CommunityRx delivered to middle age and older
primary care and low-acuity emergency care patients
identified increased knowledge of and self-efficacy for
finding healthful community resources among those
who received 1 or more HealtheRx compared with controls.22,23 Although there is a growing body of evidence
about clinic-based interventions to facilitate community
resource referrals for disease self-management and selfcare,24-26 and large health systems are rapidly adopting
community resource referral technologies,27 little is
known about small primary care practices’ implementation of community resource referral strategies.28,29 To
address this gap, this study applies the Consolidated
Framework for Implementation Research (CFIR)30 to
investigate practice facilitator perceptions and observations about CommunityRx-H3 implementation.
ANNALS O F FAMILY MEDICINE
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METHODS
Intervention
The H3 randomized controlled trial assigned practices
to implementation of only POC strategies for QI or
implementation of both POC and PM strategies. The
study included 1 year of implementation followed by
a 6-month sustainability period.6 Practice facilitators
were trained to provide education on best practices and
implement selected QI strategies, including CommunityRx-H3, for practices randomized to POC+PM. For
practices opting to implement CommunityRx-H3, practice facilitators were trained to support practices’ use of
an online resource inventory (Figure 1). Practice facilitators were trained to observe QI implementation processes and dynamics. H3 practices chose how often and
in what capacity they worked with practice facilitators.
Practices in the POC+PM arm reported an average of 6
visits from their practice facilitator over the implementation period and an average of 2 remote contacts.31
In prior implementations,21,23,32 CommunityRx
integrated with EMR platforms to auto-generate
the HealtheRx. Due to variation in H3 practices’
EMR platforms, availability, and use, and barriers
to execution of institutional agreements, the H3
implementation of CommunityRx was not integrated
with practices’ EMRs. Instead, a HealtheRx-H3 was
developed for each practice site, listing CVD prevention resources near or at each practice location.28 To
generate each HealtheRx-H3, practices were invited
to complete an online inventory of CVD prevention
resource information (name, contact information, operating hours, fees, available services) (Table 1). Each
HealtheRx-H3 was generated from the resource inventory and included an infographic with local countyand state-level ABCS-related statistics (eg, rates of
hypertension-related hospitalization, costs attributable
to CVD-related admissions, CVD-related death rates,
and local tobacco quit line use rates [Figure 2]).
Practice facilitators reviewed the HealtheRx-H3
with practice staff for feedback and relayed requested
changes to the research team for iteration. Practice
facilitators educated clinical staff to print and deliver
the HealtheRx-H3 at the point of care to any patient
with diabetes and/or hypertension, or who would benefit from self-care resources for heart health.
Study Design and Participants
This study used mixed methods to characterize implementation of CommunityRx-H3 from the perspective
of practice facilitators as expert informants. After
the QI intervention was complete (September 2017),
practice facilitators participated in focus groups that
elicited their perceptions of practices’ experiences with
CommunityRx-H3, factors related to practices’ ability
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Figure 1. Practice facilitator training included educating practices about and strategies to support
resource inventory completion.
STEP 1: EDUCATE

STEP 2: SUPPORT

PFs were trained to educate H3 practices about the value of completing
the resource inventory with places and services provided either:

PF identifies practice staff who are most
knowledgeable about practice and community
resources for CVD prevention. PF provides
staff with access to resource inventory link and
instructions for completion.

ON SITE at H3 practice; example services include:
Blood sugar
monitors
and supplies

Smoking
cessation

If practice staff states an inability or unwillingness to complete the resource inventory
independently, PFs offer the opportunity to
complete it in partnership with them.

Blood
pressure
screening

Places to get
fresh fruits &
vegetables

If practice staff declines to complete the inventory, PFs complete the inventory using a list of
resource referrals provided by the practice.

Fill prescriptions

If practices are unable to provide a list of
resource referrals, research staff completes the
resource inventory using an Internet search to
identify CVD-related resources located near
the practice location.

OFF SITE in community; example places include:

Food pantries

Most ideal

Least ideal

Blood
pressure
screening

Neighborhood YMCA

Pharmacies

CVD = cardiovascular disease; H3 = Healthy Hearts in the Heartland; PF = practice facilitator.

of the QI intervention. The focus group method is
to implement CommunityRx-H3, including facilitators
and barriers, and strategies used by practice facilitators efficient and well-suited to elicit similarities and differences in experiences and observations among a
to facilitate implementation. Practice facilitators’ ideas
relatively homogenous group (practice facilitators
about how to optimize the CommunityRx-H3 interwere generally similar in their education, training, and
vention emerged organically in focus group discussions. Practice facilitators who participated in the focus groups comTable 1. Community Resources Indicated for Promotion of the
pleted a self-administered survey
ABCS and for Addressing Comorbidities
immediately before the focus group
session. H3 practices completed
ABCS
Addressing
Recommendations Comorbidities
practice surveys at baseline. All
participants consented to participaIndicated community resource referrals
A
B
C
S
tion in this study. The University
Blood pressure monitors for sale or use on-site
X
of Chicago Institutional Review
Blood glucose monitors for sale or use on-site
X
Board approved this study.
Fill prescriptions
X
X
X
X
X
Diabetes education classes

Data Collection and Analysis
Focus groups were conducted
using a semi-structured interview
guide (Supplemental Appendix 1,
available at https://www.AnnFam
Med.org/content/18/6/486/suppl/
DC1/) at a regularly scheduled,
in-person meeting of all practice
facilitators following completion
ANNALS O F FAMILY MEDICINE

Health education classes

X

X

X

X

X

X

X

X

X

Individual classes or 1-on-1 smoking cessation
counseling

X

Individual mental health counseling

X

Stress management classes

X

X

Cooking or healthy eating classes

X

X

Weight loss classes

X

X

Group exercise or walking groups

X

X

X

X

X

X

ABCS = aspirin therapy, blood pressure control, cholesterol management, smoking cessation.
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experience sets).33 Fourteen of 19 practice facilitators
employed by the H3 study were in attendance and

consented to participate. Practice facilitators were
counted off sequentially and were assigned, according

Figure 2. Example generic practice-specific HealtheRx-H3.
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to even or odd number, to 1 of 2 separate but concurrent 1-hour focus groups, conducted by E.A., C.N.,
or M.D. and K.B. Two focus groups of 7 each were
conducted to enable a meaningful opportunity for each
practice facilitator to contribute.34 Focus groups were
audio-recorded to ensure accuracy of data collection.
The research team included practicing physicians and
experienced qualitative researchers with expertise in
public health, social service administration, medical
anthropology, biomedical informatics, health services
research and health care delivery science, and information technology interventions.
Focus group data were collected and analyzed
using directed content analysis, a method appropriate for use in this study to extend existing knowledge
about implementation of the established CommunityRx intervention in a new context.35 Directed content
analysis derives initial codes and categorizations of
codes deciphered from existing literature in order to
investigate the concept under study and to structure
coding of qualitative data. In an attempt to fully represent both emergent themes and dissenting voices, the
individual practice facilitator was the unit of analysis.36
Using the focus group guide, codes were defined by
researchers in a codebook before data analysis (Supplemental Appendix 2, available at https://www.AnnFam
Med.org/content/18/6/486/suppl/DC1/). Because some
members of the research team worked directly with
practice facilitators to generate their practice-specific
HealtheRx-H3, we deidentified focus group transcripts
before coding and analysis to avoid potential biases
that may arise from this relationship. Initial analysis
began with a full read of the transcripts for instances
of textual data that aligned with the codes; coding
occurred upon second pass review using the codebook.
Any textual data that was identified in the first-pass
read of the transcript but not coded was given a new
code. Two researchers analyzed the data. Because no
new perceptions were expressed by the conclusion of
either focus group, it was determined that data saturation was reached.37 Commonly occurring codes were
grouped into categories. Following data collection and
analysis, the CFIR was applied deductively to organize
and interpret our findings based on the definitions and
examples provided in Damschroder et al.30 The CFIR
consists of 5 domains (intervention characteristics,
outer setting, inner setting, characteristics of the individuals involved and the process of implementation)
and provides a systematic structure to organize and
interpret qualitative data from the focus groups for
comparison of findings across implementation studies.30 A senior researcher oversaw development of the
focus group guide. Another senior researcher reviewed
preliminary findings from the research and aided in
ANNALS O F FAMILY MEDICINE
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interpretation of findings in relation to the larger EvidenceNOW research effort. ATLAS.ti version 7.5.18
(Scientific Software Development GmbH) was used for
data coding, analysis and textual extraction. Quotes
are noted “PFx” where x is a random number 1-14
assigned to each participating practice facilitator.
Immediately before the start of each focus group,
practice facilitators completed a self-administered
survey to obtain demographic and occupational characteristics. Clinician and clinical staff with insights
into clinical operations at H3 practices completed a
baseline survey querying practice-level characteristics.
Responses were summarized and stratified by practice
facilitator focus group participation (yes/no) to assess
how well represented the POC+PM practices were by
the practice facilitators who participated. Chi squared
tests assessed for associations between practice facilitator participation and practice characteristics. When
appropriate, a Fisher’s Exact test was used in lieu of
parametric test.

RESULTS
Fourteen of 19 practice facilitators in attendance at
the meeting participated in focus groups (Table 2).
Practice facilitators were mainly master’s- (n = 9) or
Table 2. PF-Reported Sociodemographic and
Practice Facilitation Characteristics (n = 14)
Sociodemographic characteristicsa
Age, y (median, range)

51 (33-64)

Sex
Women

11/14

Men

2/14

Race
White

11/14

Other

2/14

Education
Bachelor’s degree

4/14

Master’s degree

9/14

H3 practice facilitation characteristics
With whom do you interact at practices
that deliver HealtheRx?b
Physician

12/14

Office or practice manager

10/14

Medical assistant

9/14

With whom do you work most closely on
the HealtheRx?b
Office or practice manager

10/14

Physician

8/14

Nurse or medical assistant

6/14

H3 = Healthy Hearts in the Heartland; PF = practice facilitator.
a
b

Responses may not sum to total due to participant refusal or missing data.
Respondents could check all that apply, so responses are not mutually exclusive.
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bachelor’s-level (n = 4) professionals between the ages of 33-64
years (median aged 51 years).
Practice facilitators represented
71% of H3 practices assigned to
the POC+PM arm (Table 3).

Table 3. Characteristics of H3 Primary Care Practices Randomized
to the POC+PM Arm, Stratified by PF Representation in the Focus
Groups (n = 114)a
Representation
of Practice in
PF Focus Groups
(n = 81), n (%)

No Representation
of Practice in
PF Focus Groups
(n = 33), n (%)

P
Value

Clinical Practices’ Experiences
Practice size
.58
With CommunityRx-H3
Solo practice
22 (28)
12 (37)
Practice facilitators perceived
2-5 clinicians
38 (48)
15 (46)
largely positive staff attitudes
≥6 clinicians
20 (25)
6 (18)
about connecting patients to
Practice ownershipb
.06
community resources for CVD.
Clinician-Owned solo or group
30 (41)
10 (42)
At baseline, practice facilitators
practice
reported that an array of informal
Hospital/health system owned
28 (38)
4 (17)
strategies were used to educate
Federally Qualified Health
13 (18)
10 (42)
Center or look-alike
patients (eg, staff sharing perOther or more than 1 type of
3 (4)
0 (0)
sonal knowledge or using a “green
ownership
book” (PF7) directory). PF2 noted
Practice specialty
.02
that some practices, mainly in
Single specialty
49 (74)
10 (48)
more rural settings, were using
Multi specialty
17 (26)
11 (52)
personal knowledge of resources
Practice designated as a MUA
24 (31)
15 (47)
.11
or MUP
for referrals “but it really wasn’t
≥100 patient visits per weekc
45 (63)
16 (73)
.38
written down” and bought in to
Staff composition
the intervention “out of necessity.”
>3 clinicians (MD, DO, NP, PA)
23 (32)
5 (22)
.37
Practice facilitators felt that prac>3 clinical staff members
31 (43)
12 (55)
.32
tices with positive attitudes about
(RN, LPN, MA, CMA)
the value of community resource
>3 office staff members
31 (44)
8 (35)
.42
(eg, receptionist)
referrals for CVD prevention and
management were more likely to
CMA = certified medical assistant; DO = doctor of osteopathic medicine; H3 = Healthy Hearts in the Heartland; LPN = licensed practical nurse; MA = medical assistant; MD = doctor of medicine; MUA = medically
see value in the intervention; these
underserved area; MUP = medically underserved population; NP = nurse practitioner; PA = physician assispractices seemed to practice facilitant; PF = practice facilitator; PM = population management; POC = point of care; RN = registered nurse.
tators to be more likely to engage
Numbers may not equal 114 due to missing data.
Fisher’s exact test used.
by requesting customization or
Estimated.
changes to the HealtheRx-H3.
Practice facilitators perceived that
some practice staff gained new resource knowledge
promote heart health due to beliefs that the comfrom the HealtheRx-H3. While reviewing HealtheRxmunity lacked resources, or skepticism that patients
H3 with a practice manager, PF3 recalled: “A lot of the
would utilize or could not access referred resources.
times they [staff] were seeing some of these resources
Two practice facilitators (PF1, PF7) stated that the
for the first time. ‘Oh I didn’t know that…there were
HealtheRx-H3 was perceived at a few practices as
2 pharmacies within a mile.’ … ‘Oh they have a blood
“another piece of paper.” Practice facilitators did not
pressure machine at this, you know, pharmacy? I’m
hear clinicians or staff at these practices explicitly state
gonna refer patients there. I just had someone ask
that they would not deliver the HealtheRx-H3, but
about that.’ So, it was actually you know, enlightenrather expressed an “overall politeness” (PF4) and were
ing…” Practice facilitators observed that some practices noncommittal when practice facilitators inquired about
customized delivery of the HealtheRx-H3, for example, the intervention. PF13 said, “I got a lot of shrugging.”
by laminating it (to minimize printing) or posting it
in a high-traffic area and instructing patients to take a
Facilitators of and Barriers to Connecting
picture of it. One practice created a large poster of the
Patients to Community Resources in Small
HealtheRx-H3 and posted it in the waiting room.
Primary Care Practices
Conversely, 6 practice facilitators indicated that
Practice facilitators identified a clinician champion
1 or a few of their assigned practices had more nega(either a physician or nurse practitioner) as the main
tive attitudes about making community referrals to
facilitator of implementation of CommunityRx-H3.
a

b
c
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The champion signaled organizational buy-in to others
and motivated adoption. Practice facilitators noted that
engaged clinic and practice managers were also important facilitators of implementation. PF2 recalled, “Any
of my clinics that were eligible for this tool, it wasn’t a
new concept to them. They did seem to like it better
once they could customize it. And that was typically
done through their clinic manager or office manager,”
who would then make sure the clinician delivered the
HealtheRx-H3 to patients. Additionally, practice facilitators reported that practices perceived as “community
health centers” had a practice culture that valued community resource referrals for care coordination. Practice facilitators perceived that staff at these practices
were accustomed to referring patients to community
resources, and these practices seemed more likely
to implement the intervention as a tool to address
patient heart health. Responding to why community
health centers seemed more “in touch with the community resources,” PF5 stated, “I think it’s just more in
the nature of the way they have grown up delivering
services, [name of community health center] are more
comprehensive, whereas [other practice name] was
really a medical practice.”
Nine practice facilitators perceived clinician or
staff apathy as the main barrier to CommunityRx-H3
implementation: “If it’s not a priority to the doctor, the
rest of the staff is gonna say, ‘thanks but no thanks.’”
(PF5). Other barriers identified by practice facilitators
included limited staff capacity to complete the resource
inventory, time to deliver the HealtheRx-H3 to
patients, and availability and cost of paper and printing
materials to generate the HealtheRx-H3. Of note, the
first 2 waves of enrolled practices (n = 82) were expecting integration of CommunityRx-H3 with their EMR
platforms. Practice facilitators largely agreed that lack
of EMR integration, especially among practices that
were expecting it, coupled with clinicians’ resistance to
change (even among practices that were already making community resource referrals), created some pushback from practice clinicians and staff.
Practice Facilitator Strategies to Encourage
CommunityRx-H3 Implementation
In addition to the strategies practice facilitators were
trained to employ, practice facilitators introduced 3
additional strategies to encourage implementation of
CommunityRx-H3. First, practice facilitators were
responsive to practices’ requests for iteration of the
HealtheRx-H3. PF11, describing her interactions with
a practice, states, “You did the inventory on that... and
once they saw the visual they said, ‘Oh! Let’s put in
our pharmacy that is now down the street. Oh, and
let’s remove that because we actually now use this
ANNALS O F FAMILY MEDICINE
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organization for the mental health therapy.’” Practices’
change requests to practice facilitators were then
relayed to research staff who made updates and some
PFs noted that practices “did appreciate the ability to
customize.” Second, practice facilitators observed practice workflows to help identify health care staff best
positioned to deliver the HealtheRx-H3. For example,
PF14 observed, “If you have… maybe a nurse or an MA
[medical assistant] that… as the patient exits–‘Okay,
Mrs. Smith, these are the things you need to do and…
this is where you exercise, these are your pharmacies
where they do free blood pressure checks.’” Practice
facilitators also provided suggestions about where the
practice could place the printed HealtheRx-H3s to
maximize distribution. Last, practice facilitators provided material support by providing printed copies of
the HealtheRx-H3 for practices where materials or cost
were barriers.
Strategies for Optimization
of CommunityRx-H3 Implementation
Practice facilitators offered several ideas about how to
optimize implementation of CommunityRx-H3 in small
primary care practices. Practice facilitators widely
agreed that integrating HealtheRx-H3 generation into
EMR workflows would reduce workflow complexity
and make delivery more systematic. Some practice
facilitators suggested using telephone applications or
patient portals to facilitate access to the HealtheRxH3, although others were skeptical about patients’ use
of portals. There was strong agreement that impact of
the intervention on CVD outcomes would be limited
if delivery of the HealtheRx-H3 was not accompanied
by communication between a clinician and the patient
about the importance of using community resources.
This idea is exemplified in an exchange between 2
practice facilitators:
“We were thinking that the doctor really needs to be the
one to relay the importance of what’s on the document, and
it doesn’t really matter who gives the patient the document.
But if the doctor tells the patient ‘I’m gonna give you a few
resources about this and I want you to follow up on this,’ then
it doesn’t matter who it comes from in that office. Because
the patient, you know, they hear it from the doctor.” (PF1)
“Patients are still looking to doctors for the ‘What am I supposed to do?’ I mean, and in some cases, you know, it could
be an NP [nurse practitioner] or an educator, someone that
they’re used to working with. The piece of paper isn’t nearly
as important as somebody saying ‘this is important.’” (PF5)

Practice facilitators also reflected on design of the
implementation process. Practices were first asked to
complete the resource inventory. Then, the practicespecific HealtheRx-H3 was generated and presented to
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practice staff for feedback and further customization.
Several practice facilitators noted that once practices
saw their initial HealtheRx-H3 they had “a better sense
of what the end goal was of that inventory,” and “to
really see the benefit” (PF9). Retrospectively, practice
facilitators felt the implementation process would have
worked better if they had shown practices a generic
HealtheRx-H3, similar to the one used during training,
at the practice kick-off meetings. Practice facilitators
reflected that it could have been used to help motivate
and guide completion of the resource inventory.

DISCUSSION
This study finds that many of the small and mid-size
primary care practices enrolled in H3 already used nonsystematic strategies for connecting patients to healthrelated community resources. When presented with the
QI opportunity to implement a standard, CVD-specific
strategy for delivering community resource information
to patients, more than one-half of practices randomized to the study arm that included CommunityRx-H3
either completed the inventory or requested customization of their HealtheRx-H3.28 CommunityRx-H3
implementation and observations essential to this
implementation science analysis were led by trained
practice facilitators, a growing role in primary care
practice improvement. To our knowledge, the current
study is one of the first to investigate practice facilitators’ perceptions and observations of implementation
of a QI intervention to connect patients to community
resources for heart health, the most understudied
component of the Chronic Care Model.17 This study
demonstrates, as has been shown previously,9,10,15,38 the
value of the practice facilitator role for both QI process
implementation and implementation research.
Practice facilitator perceptions of facilitators and
barriers to the CommunityRx-H3 implementation
process corroborate findings from prior studies of practice facilitator–led primary care QI efforts for CVD
care.38-41 Facilitators included engaged champions and
opinion leaders at the practice, both constructs identified in the CFIR process domain.30 Practice culture, an
inner-setting construct in the CFIR, was also identified
by practice facilitators as a facilitator to implementation. In alignment with the characteristics of individuals domain of the CFIR, the main implementation
barrier was clinician apathy, described by practice
facilitators as lacking knowledge about CVD-related
community resources and negative beliefs about the
degree to which such resources could benefit patients.
Prior studies indicate that engaged practice champions,
especially clinicians, are critical to small primary care
practices’ QI implementation success.39,42 Conversely,
ANNALS O F FAMILY MEDICINE
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external practice facilitation has had limited impact in
settings where key practice leaders were resistant to
change, deflected, or shut down communication among
the practice staff or only superficially supported implementation efforts.12,14
Practices’ unwillingness to integrate the intervention into existing workflows (coupled with clinician apathy) and limited staff capacity to complete
the resource inventory were barriers that could be
addressed with EMR integration of the community
resource referral tool. EMR integration, a central component of the CommunityRx intervention achieved in
several other contexts,21,23 was infeasible in this study
due to inconsistent EMR conditions and legal contracting processes, among other reasons. While not generated by the focus groups, these operational processes
represent inner and outer setting constructs,30 respectively, that are important to consider when implementing QI efforts in small primary care practices. A
shift in strategy from EMR integration to a manual
workflow was informed and made possible by practice
facilitator observations and creativity with the practices they served. Practice facilitators in a similar study
found that remaining flexible was a main strategy used
to lead QI implementation efforts at small primary care
practices.38 The manual workflow enabled practicelevel customization of the information on and delivery
of the HealtheRx-H3 to patients, which practice facilitators leveraged to promote engagement and adoption.
Although the manual approach is less scalable and
trackable than the previously demonstrated EMR-integrated approach, standardizing community resource
information for CVD prevention and management
yielded some relative advantage (a characteristic of the
“intervention characteristics” domain of the CFIR) over
historical ad hoc procedures (eg, community resource
knowledge gains among clinicians). Consistent with
these findings, a systematic review and meta-analysis
of primary care practices’ use of practice facilitation
found that QI interventions that were tailored to the
practice by practice facilitators were more likely to be
implemented successfully.9
These findings should be considered in light of
certain limitations. Firsthand experiences and attitudes
of clinicians and staff at participating H3 practices
were not elicited; however, the use of practice facilitators as expert informants is appropriate in this study as
they were “on the ground” during the implementation
period and responsible for responding to implementation challenges experienced by H3 practices. Practice
facilitators, as intermediaries for reporting practice
staff observations, may have been less susceptible to
acquiescence bias, where respondents tend to answer
positively to the questions at hand despite the true
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response being negative; however, this is more of an
issue in conventional survey research. While directed
content analysis was informed by evidence from prior
CommunityRx implementations and has the advantage
of focusing the research question and the initial coding schema, the use of structured, targeted questions
may yield a narrower set of perspectives than a more
open-ended approach. In addition, not all H3 practices
randomized to the POC+PM arm were represented by
practice facilitators participating in the focus groups,
but practice-level characteristics were largely similar
among practices that were and were not represented.
Lastly, CommunityRx-H3 was one of 35 QI strategies
available to practices in this study6; thus tailored practice facilitator support for any one of the strategies
was quite limited. CommunityRx-H3 implementation
may have benefitted from more guided coaching to
support adoption, leading to better buy-in from practice leadership.

Supplemental materials: Available at https://www.AnnFamMed.
org/content/18/6/486/suppl/DC1/.
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